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| INTRODUCTION
The prevalence of any form of child maltreatment among 2-to-17 year-olds is reported to be of pandemic proportions: 64% in Asia, 56% in North America, 50% in Africa, 34% in Latin America, and 12%
in Europe (Hillis, Mercy, Amobi, & Kress, 2016 ). All forms of child maltreatment, including physical, sexual, and emotional abuse (CEA), neglect, as well as child exposure to intimate partner violence (CEIPV), confer significant risk for mental health disorders, including eating disorders. Recent systematic reviews report that between 20% and 66% of young and older adults with eating disorders, including anorexia nervosa, bulimia nervosa, and binge-eating disorder, self-report experiencing maltreatment in childhood (Caslini et al., 2016; Molendijk, Hoek, Brewerton, & Elzinga, 2017) . Given that close to 50% of adults living with an eating disorder experience symptom onset in adolescence (Nagl et al., 2016) , this raises important questions about the extent to which practitioners providing interventions to children and adolescents (hereafter referred to as "children") living with disordered eating are adequately identifying and responding to child maltreatment exposures in practice.
Evidence indicates that identifying and responding to child maltreatment poses major challenges for practitioners (Tiyyagura, Gawel, Koziel, Asnes, & Bechtel, 2015) . This is particularly so for identifying and responding to CEIPV and CEA. A recent review by McTavish et al. (2017) reports that identifying "mild" physical abuse, CEA, and CEIPV was a key challenge for the 1,088 professionals included in their qualitative meta-synthesis. The parent-child interactions that occur with CEIPV and CEA are often more subtle than those associated with child physical abuse, sexual abuse, or neglect McTavish, MacGregor, Wathen, & MacMillan, 2016) . In addition, children with and without a history of CEA or CEIPV may present to practitioners with similar shifts in emotion or behavior (e.g., changes in mood, eating behavior, etc.) which may make it difficult for practitioners to disentangle the extent to which presenting signs, symptoms or behaviors can be attributed to child maltreatment exposures or other circumstances associated with psychopathology (Howarth et al., 2016) .
The work by McTavish et al. (2017) provides important insight regarding the challenges experienced by practitioners in identifying and responding to child maltreatment more generally. However, it remains unclear about the extent to which the identification and response challenges related to CEA and CEIPV persist or differ in specialized child mental health contexts, including pediatric eating disorders. This is particularly concerning given that practice parameters call for the implementation of Family-Based Treatment (FBT), where possible and appropriate, as a firstline treatment approach for child and adolescent anorexia nervosa and bulimia nervosa (Lock & La Via, 2015) . FBT is a three phase, behaviorally based intervention that can involve 10-20 conjoint sessions with adolescents and their parents over at 6-to 12-month treatment period. A principle component of FBT is for practitioners to charge parents with the task of interrupting their child's self-starvation, over exercise, and/or bingepurge behaviors (Le Grange & Lock, 2009; . As a manualized intervention for adolescent anorexia nervosa and bulimia nervosa, the FBT manuals (Le Grange & Lock, 2009; do not offer explicit guidance or strategies for identifying or responding to suspected or disclosed child maltreatment in practice. Importantly, if practitioners who deliver FBT with children with eating disorders also experience challenges in identifying and responding to CEA or CEIPV in their practice, this may mean that: (a) the identification and addressing of CEA and CEIPV are prolonged in the context of an intervention that has the potential to exacerbate power differentials between an abusive parent and their child, and (b) FBT processes could amplify the frequency, intensity and negative impacts of CEA and CEIPV exposure.
| Present study
Using qualitative methods and a purposeful sample of practitioners who have a range of experience delivering FBT, we explore and describe practitioners' perceptions and experiences of identifying and responding to suspicions and/or disclosures of CEA and/or CEIPV when delivering FBT to children living with an eating disorder.
| METHOD
This study is guided by the research question, "how do practitioners providing FBT to children diagnosed with an eating disorder describe their perceptions and experiences with identifying and responding to suspected or disclosed CEA and/or CEIPV in practice?" To address our question, this study drew on the principles of naturalistic inquiry and the methodological guidelines of interpretive description to complete sampling, data collection, and analysis procedures (Thorne, 2008) .
Within this methodology, individual practitioners descriptions of their perception and experiences are considered in relation to one-another and in relation to previous knowledge about the phenomenon of interest to (a) confirm or disconfirm the saliency of previously investigated phenomenon in other sub-sets of a population; (b) engender new knowledge that is relevant for addressing health and health service challenges; and (c) inform the generation of new research questions (Thorne, 2008 (Thorne, , 2011 Thorne, Reimer-Kirkham, & Macdonald-Emes, 1997 ). This study was reviewed and approved by the Hamilton Integrated Research Ethics Board.
| Participants and data collection
We utilized purposeful maximum variation sampling to recruit "information rich" cases so that the constructs and experiences of interest could be studied in-depth (Patton, 2015) . As noted by Patton (1990) , information-rich cases are "those from which one can learn a great deal about issues of central importance to the purpose of inquiry" (p. 169).
To this end, participants were eligible if they had undergone or were undergoing certification in FBT, if they self-identified as older than 
| Data analysis and methodological rigor
Interviews, transcription, and analysis were conducted concurrently (Thorne, 2008) . Inductive conventional content analysis (Hsieh & Shannon, 2005) was used to analyze the interview data; this process allows for findings generated through qualitative data analysis to inductively emerge from within and across the collected data. To this end, analysis and findings are explicitly linked to what is actually said by participants and then is interpreted in relation to the existing literature to generate recommendations for moving the field forward with respect to research and applied practice (Hsieh & Shannon, 2005; Thorne, 2008) .
First-level coding involved the first author completing iterative readings of all transcripts to gather, label and compare key words from the text that were felt to capture the key thoughts and concepts described by the participants, referred to as "codes" (MacQueen & McLellan, 1998) . Second-level coding involved the collapsing of initial codes across all transcripts into broader categories-resulting in the tabulation of category properties and the establishment of relationships between categories. The tabulation process was captured by the generation of an electronic codebook. The draft codebook was refined following feedback from the second author, who independently reviewed 20% of the transcripts. The finalized codebook was then systematically applied to all transcripts by the first author in Nvivo 10 (QSR International Pty Ltd., Version 10, 2012). Several strategies were used to enhance credibility and applicability of our data analysis, including interim member checking, the thoughtful clinician test (Thorne, 2008) , team debriefing, and memoing (Montgomery & Bailey, 2007) . Details pertaining to these processes can be found in Supplementary File 2.
| RESULTS
A total of 90 practitioners were invited via e-mail to participate in this study; we received four bounce-backs, 41 replies expressing interest in participating, and 34 of those expressing interest retuned completed consent forms. Table 1 details the demographic characteristics of the 30 practitioners (90% female) who participated. Among those certified in FBT (n = 21), the length of time since completing certification processes ranged from 1 month to nearly 10 years; 42.9% (n = 9) of certified practitioners had been certified for 1-5 years. What follows is an overview of each of the categories generated in this study, as well as illustrative quotes supporting their development. To ensure confidentiality, all names are pseudonyms.
| Practitioners' perceptions and experiences of CEA and CEIPV prevalence and identification
Unexpectedly, we found that despite compelling evidence about the high prevalence of CEA and CEIPV in the general population, most participants (n = 22) reflected that they rarely see these experiences in the families with whom they work. When practitioners spoke about their rare professional experiences with these forms of child maltreatment, they described it in the context of: (a) an awareness of historical rather than current violence (e.g., CEIPV had occurred in a family's history, but was not ongoing); (b) families where the child was living with bulimia; (c) families whose child was not living with an eating disorder; and (d) CEIPV as less common than CEA.
Thirteen (43%) respondents spoke about relying on the administration of a trauma questionnaire or screening tool for CEA/CEIPV identification, but none of these tools or screening measures were described as directly screening for exposure to CEA or CEIPV. Rather, these tools focused on clients' exposure to physical or sexual violence.
The remaining practitioners described asking broad questions about the presence of conflict within the family home, the types of discipline used by parents, and the frequency of its use. Practitioners described being on the "look-out" for red flags for CEA or CEIPV. Exemplar "red flags" included lack of weight gain or improvement in eatingdisordered behaviors, reporting inconsistencies between parents, incongruence between behavior reports and child or parental behavior in sessions, as well as child or sibling reports of persistent parental conflict.
Practitioners shared that with very few exceptions, children, or parents will not directly disclose any form of violence during the therapeutic relationship. Rather, it was the position of the practitioners that the presence of CEA or CEIPV would "reveal itself" over time and in the interactions that are demanded by the therapeutic process. As one practitioner explained, Until they kind of develop a really good therapeutic rapport and feel safe with you, they're not going to report those things, or it might be until the system's so stressed that, that it will escalate to that point [and you will see it]…Yeah. I think that, I mean you've always got to keep that in mind in any session that you do. Just the same as you need to be considering the young person's risk of self-harm and suicide.
[It] [CEA and CEIPV] needs to be one of those things that you're putting at the front of your mind, which we probably don't do very well. (Amelia) Note. One participant did not report their age. Thus, this represents the average age of the 29 participants who provided this information.
All practitioners described assessment processes that involved speaking with the child individually, the parent(s) individually (i.e., without the child), as well as speaking with the child and parent(s)
together. None of the practitioners speak with parents independently of one another. In addition, two practitioners indicated that if they had a suspicion of CEIPV, they would "name" that suspicion explicitly in a family session.
| Complicating factors for identification and response
Practitioners identified factors that complicate the identification of CEA and CEIPV. Practitioners explained that CEA is difficult to define because it can be "so subjective" and can vary based on how a "child experiences it." In addition, practitioners grappled with the extent to which intent to harm the child is a necessary pre-requisite for parenting behavior to be considered CEA. With respect to CEIPV, practitioners generally described this experience as witnessing or hearing physical violence or the threat of physical violence between parents, with a few practitioners also acknowledging that CEIPV can include witnessing or hearing emotional abuse, financial control, or sexual assault between parents.
Due to the lethality of eating disordered behavior, practitioners described the need to focus intensively on symptom interruption, which could be at the expense of appropriately identifying CEA or CEIPV:
I think the focus is so much on the child and the intensity around recovery that you could miss something…I think the piece where your child is in a medically com- Um, I think that you know, the patient is often very shut down in general. We know that some of that is premorbid temperament or cognitive style, and some of it is secondary to the state of starvation and disorder. So, I think that that kind of reserved, shut down, low connection with affect kind of presentation would make it harder to elicit information and harder for the patient to spontaneously offer the information.
(Cheryl).
Relatedly, practitioners consistently described how the focus on the interruption of eating-disorder symptoms at the outset of treatment, is a highly stressful time for families, especially around meals and snacks. Practitioners indicated that the child can also behave in ways that they described as physically or emotionally abusive, which in turn, can lead parents to respond to their child in ways that they never "thought possible". As one participant put it:
The other thing to consider, and I probably see this more often than I see emotional abuse from parents to young people is sort of, is that young people with anorexia can often be incredibly emotionally abusive toward their parents. And that's usually an effect of the illness, something that's not really innate to their personalities and, you know, 99% of the time, will kind of, um, stop, as they go into remission from the illness…And parents can often feel frustrated with that, understandably, so it's not an, it's a kind of grey area Practitioners reflected that they rarely see CEA and CEIPV in the families with whom they work. There are potential explanations for this. Perhaps, among children seeking treatment for eating disorders, child maltreatment is not often detected, given the challenges identified in the findings above. It is also possible that the families of eating-disorder patients experiencing CEA or CEIPV avoid seeking treatment, or at least involvement with family-based interventions.
Third, practitioners in this study explicitly noted that quite simply, they could be asking the wrong questions to elicit maltreatment information. In addition, participants indicated that practitioner conviction about the need to involve parents or caregivers in the treatment of child and adolescent eating disorders may implicitly bias practitioners to the potential harms that parents may inflict on their children, but also, the potential harm that may be caused by continuing to have parental involvement in the therapeutic process. That is, a firm belief that parents should be involved in the treatment process, could be inadvertently blinding practitioners to potential maltreatment. These candid reflections are novel, but resonate with the literature speaking to the influence of practitioner attitudes on the utilization of intervention approaches, more broadly (Waller, 2016) . Ongoing opportunities for reflection and supervision may support practitioners to be attuned to these potential intra-individual biases in their practice (Waller & Turner, 2016) . Finally, it is possible that other markers of potential maltreatment (e.g., high expressed emotion; Rienecke, Accurso, Organization, 2016) as well as recent reviews by Bailhache, Leroy, Pillet, and Salmi (2013), and McTavish, Gonzalez, et al. (2018) and McTavish, Kimber, et al. (2018) indicate insufficient evidence detailing whether the utilization of such screening tools does more good than harm. Similarly, evaluation of these tools' sensitivity and specificity suggests that a large proportion of children are falsely identified as being maltreated when using these tools and these tools rarely evaluate CEA and CEIPV (McTavish et al., McTavish, Gonzalez, et al., 2018 , McTavish, Kimber, et al., 2018 .
Conflicting suggestions from professional associations (e.g., AAP)
versus the literature could be contributing to the ongoing use of screening tools in clinical practice; as could a false-sense of security generated by implementing the screener. Based on the comprehensive reviews noted above, we would argue that there is insufficient evidence to recommend the use of screening to identify child maltreatment among children living with eating disorders. Practitioners should use a case-finding approach in asking about history of current or past child maltreatment, including CEA and CEIPV during the diagnostic assessment. Disclosure itself should not be a goal of the treatment. While a detailed discussion about how to conduct a casefinding approach to identify child maltreatment, including CEA and CEIPV, is beyond the scope of this article, key principles of safe identification are available (see MacMillan, Fleming, & Jamieson, 2007; MacMillan, Wathen, & Varcoe, 2013; McTavish et al., 2016) .
Practitioners in this study described that the intensity and severity of eating disorder symptoms, as well as strong opinions about the need to involve parents in the treatment of child eating disorders can impact the identification of CEA/CEIPV. These reports map onto previous literature that has suggested that symptoms of eating disorders are associated with significant distress among parents, as well as elevated family conflict (Treasure et al., 2001; Wiese, 2014) . However, this risk for significant distress may place parents at increased risk for perpetrating abusive behaviors towards their ill child or their intimate partner. Furthermore, it may be during meal times-particularly at the outset of treatment for an eating disorder-that children are most vulnerable to the effects of CEA or CEIPV (Fox, Dean, & Whittlesea, 2017 There is no research available which compares the efficacy of the FBT among children with eating disorders and with or without a child maltreatment history. There is however, emerging evidence for the efficacy of adapted FBT models which may be more suitable for children who have been exposed to CEA or CEIPV. These adapted models include separated FBT (Eisler, Simic, Russell, & Dare, 2007) , as well as FBT supplemented with intensive parental coaching . Crucially, practitioners should blend the best available treatment approaches with an open-ended assessment process that is attuned to changes in symptomology and broader individual and family functioning (or lack thereof) to ensure appropriate, ongoing eating disorder intervention for children, adolescents, and their families.
There are some limitations to this study. First, we did not explicitly sample based on geographic location or context, which precludes the ability to offer interpretation of descriptions and experiences within and across contexts, and their variability. In addition, it is important to note that identifying and responding to child maltreatment in practice can be considered a sensitive topic. It is possible that the conduct of in-person interviews (instead of telephone interviews)
would have yielded more in-depth, experiential descriptions of identification and response experiences. Additional qualitative research with practitioners working in a range of mental health service settings and utilizing other forms of intervention is needed to replicate the present study's findings.
| CONCLUSION
More generally, practitioners described needing greater training and guidance to be able to safely identify and respond to CEA and CEIPV in their practice, and to make informed decisions regarding the most appropriate approach for intervention. Of particular note, they identified a need to ensure the safety of the children they work with, while simultaneously ensuring the child receives treatment for their eating disorder. Importantly, family-based mental health practitioners are not required to be experts in the identification and response to CEA or CEIPV. However, they do have a professional and ethical responsibil-
ity to do what they can to ensure the safety and well-being of the children for whom they are providing eating disorder care.
